The northeast India comprises of eight states with great socio-cultural and geo-political diversity. The region is home of several ethnic groups, quite sensitive to illegal immigration and insurgency infected. Thus, an attempt is made to understand how the health seeking behavior varies under such diversity. For the study National Family Health Survey 2005-06 data have been used. Appropriate bi-variate and multi-variate statistical techniques have been applied to draw meaningful conclusions. In entire northeast India, the percentage of households who usually avail treatment from public healthcare centres is much higher than the national average. Dependence on public healthcare centres is highest in Mizoram and Sikkim, followed by Arunachal Pradesh, whereas it is lowest in the state of Nagaland. In all the states main reasons for usually not seeking treatment from public healthcare centres is 'no facility nearby' , 'poor quality of care' and 'long waiting time' . 
Behavior of human being relating to treatment and health is a complex phenomenon. Each individual community practices their particular way of lives and perceives healthcare services differently from others [Chin and Noor, 2014] , thereby respond differently. For instance, in tribal communities, healthcare seeking behavior is motivated by culturally specific beliefs about which practitioners to consult with regarding issues of health [Sundararajan et. al., 2013] . Similarly, among the Boro tribe of Assam, initial source of treatment depends on the perception and believe of the cause of health problem [Narzary and Narzary, 2005] . For certain diseases/health people may have very strong faith in traditional medicine. But for other diseases/health problems they may rely on modern medicine. Such differential faith in the different source of treatment must have been inherited through long period of practical experiences [Narzary and Narzary, 2005] .
Mere existence of healthcare services does not automatically lead to their utilization. Even while ill, some of the individuals do not seek treatment because they perceive their illness to be less severe, or suffer from financial constraints [Patel et. al., 2010; Keith, 2004] . Financial constraints may be perceived on anticipated cost of treatment [Patel et. al., 2010; Pandey 2010] . The preference for particular source or system of treatment depends upon the severity of illness, availability, accessibility, affordability and acceptability of healthcare services [Narzary, 2012: 56] . Its utilization also depends upon quality [Jain et. al., 2006; Neelima & Reddy, 2006] , availability of drugs and competence of staff [Fomba et. al., 2010] . Further, some believe that suspected heath problem (tuberculosis) can be easily detected by doctors from government health center; however same can be cured mainly by private practitioner doctors [Narzary and Narzary, 2005] . One of the reasons for giving preference to private I. Introduction healthcare facilities might be its availability at the door step. Whereas, inadequacy of facilities/services in government setup and unclean premises, unfriendly behavior of staff and doctors towards patient, and lack of faith in government doctors are some of the reasons for not adopting public healthcare facilities [Patel et. al., 2010] .
The differentials in belief, attitude or preference for particular source of treatment -government / public or private healthcare facilities -may be perceived currently, gained from past experience or heard from others' mouth. It is apparent that the availability, accessibility, affordability, acceptability and quality of healthcare facilities, and hosts of individual, household or socio-cultural constraints affects the utilization of healthcare services, in other words the treatment seeking behavior of a community. Thus, in this paper an attempt is made to understand the health seeking behavior of households, especially the preference for particular source of healthcare centre and reasons associated with it, under the diverse socio-cultural and geo-political settings.
2.The Methods
Data for the present study comes from the National Family Health Survey 2005-06 (NFHS-3). The survey was conducted all over India during the year 2005-06, and in the region it was conducted during December 2005 to August 2006 [IIPS and Macro International, 2007 ]. An important objective of the survey has been to provide national and state estimate of various indicators like fertility, mortality, health etc. [IIPS and International Macro, 2007] . Hence, samples are drawn through systematic procedure and are true representative of the state. In the region, the sample size varies from 1,513 in Mizoram to 3,886 in Nagaland. The total sample size of northeast as a whole is 19, 211 households.
In the initial stage of analysis, bi-variate cross tabulation is done along with chi square test to see if there is any possible relationship between the independent and dependant variable. Bi-variate graphical presentation is also made to see the association between the variables. In the later stage, binary logistic regression, one of the multi-variate statistical techniques, has been applied to draw meaningful conclusions. The entire data analyses are done in statistical software package SPSS 20.
Dependant variables: National family health survey administered a question 'when members of your household get sick, where do they generally go for treatment?' . The possible responses were pre-coded and they are categorized into 'government / public healthcare centre' and 'private healthcare centre' in the present study. Following this question, a question was asked 'why don't members of your household generally go to a government facility when they are sick? In response to this question following five multiple choice options were given. (Figure 2) . Further, the six states have a common gateway to reach mainland India, which is Assam. Sikkim and Assam have other gateway that is West Bengal. As per the 2011 Census, the total population of the region is about 3.8% of the total population of India. In terms of population size, Assam is the largest state, which contributes about 68% of the regional population and 2.58% of the national population, whereas Sikkim is the smallest state (table: 1). Arunachal Pradesh has a density of only 17 persons per square KM. Only Assam (with density of 398) exceeds national average density (382), whereas others have much lower density. The region has pretty high literacy rate. Except Arunachal Pradesh (66.95%), all the states have literacy rate much above the national average (74.04%). The region is home to plenty of tribal communities or indigenous population. Except Assam, Manipur and Tripura, other states are tribal dominated state. Mizoram, Nagaland and Meghalaya are Christian dominated states. The sex ratio in the region, especially the tribal sex ratio, is in favor of female population. Overall, the population of the region is more inclined towards the western culture rather than Indian, which may be due to the adoption and or influence of Christianity. The region is also extremely sensitive to illegal immigration and migration from Indian mainland. Further, the regions infected by several insurgent groups. Almost all of the states are having several insurgent groups, fighting for various causes.
Geographically, the region stretches between latitude: 21.57°N -29.30°N, and longitude: 88°E -97.30°E, covering a geographical area of about 7.9% of the landmass of India. Although she contributes only about 3.8% of population to the nation, but it occupies an extremely strategic position, due to the international border. The region is surrounded by countries like China, Nepal, Bhutan, Myanmar and Bangladesh. International border of the region forms nearly 90% of India's international boundaries. The region is also key for developing trade and commerce relationship with other South-East Asian nations like Myanmar, Thailand, Vietnam etc. As per NEDFi 2009 data, about 54% of geographical area of the region is covered with forest, which varies from 75.59% in Mizoram to only 42.34% in Meghalaya (table: 1). The region is also protected by the mighty Himalaya and about 70% of landmass of the region is either mountainous, hilly or plateau. The Himalaya Mountain not only protects the region from cold winter breeze blowing from the north, but also provides protection against invasion. The great Brahmaputra River flows from northeast corner to southwest corner, which is also a potential gateway of having international water transport network with Bangladesh and other countries. However, this very river is also considered to be facilitating illegal immigration to the region and other parts of the nation. Further, this river can be considered as the sorrow of Assam due to 
Result and Discussion
Developmental activity led to the unequal distribution of resources across the communities and regions [Bijukumar, 2013] in Northeast India. Hence, an apparent rural -urban differential in preference for the usual source of treatment is observed. About 60 percent of the urban households and as high as 77 percent of rural households reported the government healthcare facilities as the usual source of treatment ( Table 2 ). This may be a pointer to the existing rural -urban differentials in distribution of healthcare infrastructures, capability of the urban households to pay for the private healthcare services, or differentials in reliance on private healthcare system.
Each individual community practices their particular way of lives and perceives healthcare services differently from others; of which these social dimensions of their lives ultimately exert impact on their well-beings [Chin and Noor, 2014] . In tribal communities, healthcare seeking behavior is motivated by culturally specific beliefs about which practitioners to consult with regarding issues of health [Sundararajan et. al., 2013] . There is a common believe that the tribals have more inclination towards the traditional way of life. Study also shows that majority of the tribals believe that 'one who can do hard work and is free from the influences of sprits is not sick' . Such beliefs have kept the tribes away from optimal utilization of various health service launched by the government from time to time [Bisai et. al., 2014] . But in preset study no apparent differential between tribals and non tribals in terms of accessing government healthcare centres is observed, but the result is statistically not significant. This may be because tribals in northeast India are relatively more developed than the tribals of other parts of India. Other study also suggests that different tribal groups in India are at different levels of development [Bisai et. al., 2014] . Human behavior is also greatly shaped by the religious believe, it is more so in terms of health problems. It is noticeable that in northeast India, religion plays a great role in matter relating to the treatment seeking behavior. It seems that dependence on government healthcare facilities is lesser among the Hindus, whereas it is highest among the Christians.
Economic status, along with socio-cultural belief and practices, also plays a great role in health seeking behavior, especially in preference for source Note: Sig.: significant; NS: not significant of treatment. This is related to the capability to pay for the services. It may happen that there is no sociocultural restriction on accessing modern healthcare facilities, but due to the economic incapability they are compelled to depend on traditional healer. In the present study it is observed that there is a link between the wealth index and the preference for the particular source of treatment. The percentage of household who reported government healthcare centres as the usual source of treatment gradually decreases by the improvement in the wealth index, on the other hand percentage of households seeking treatment from private healthcare centres increases. Other study also found that household's poverty status emerged as the major determinants of both health seeking behavior and heath care-expenditure [Ahmed et. al., 2005] , also the utilization of maternal health care [Singh et al., 2012] . In Indian culture, behavior of an individual greatly depends on the characteristics of the head of the household. As the head takes most of the decisions either by consulting or without consulting the individual member of the household. In health seeking matter, it is found that compared to female headed households, more of the male headed households reported to seek treatment from government healthcare centres. It implies that reliance on private healthcare centres is more among the female headed households. It may be because given a chance to make decision, women are more particular about health problems and prefer to visit private healthcare centres for getting better quality treatment. While searching for relationship between age of household head and dependency on particular source of healthcare centres, almost a straight positive relationship is noted. As the age increases, percentage of households reporting to visit government healthcare centres for usual treatment also increases. It may be because the older people are not much aware about the modern healthcare requirements, and also not familiar with the system, hence rely on government healthcare centres. Whereas, they may be more accustomed to government healthcare centres, and thereby prefer to visit them. It is found that percentage of households who usually seek treatment from public healthcare centres is pretty high in the states of Sikkim, Mizoram and Arunachal Pradesh (Figure 3 ). In these states more than 80 percent of the households reported to seek treatment from public healthcare facilities. These states are topographically either mountainous or hilly regions. In four other states namely Tripura, Manipur, Assam and Meghalaya, 60 -80 percent usually relies on government healthcare facilities. This means that remaining one-fifth of the households in these states rely on private healthcare facilities. But in Nagaland only half of the total households depend on government health care facilities. Overall, almost two-third of northeast Indian households, but only about one-third of the Indian households usually seeks treatment from government healthcare facilities. This clearly indicates that dependence on government healthcare facilities is much higher in northeast India. It is more than twice that of national average. This may not imply the high quality of government healthcare centres, but it is the absence of private healthcare centres in the rural areas, and its concentration only in the cities. One of the reasons for absence of private healthcare centres in the rural areas and small towns may be due to the wide prevalence of insurgency, poor transportation facility and difficult physiographic features in the region.
From multi-variate statistics result it is seen that compared to Arunachal Pradesh, households from the states of Mizoram and Sikkim are more likely to report government healthcare centres as their usual source of treatment, whereas it is opposite for the remaining states and the result is statistically significant. For Mizoram and Sikkim probability of availing healthcare services from government healthcare centres is three times that of Arunachal Pradesh. This result re-affirms the association seen from the bi-variate statistics. Result of binary logistic regression shows that compared to This result is found to be statistically quite significant. This may be because of limited availability of private healthcare facilities in the rural areas, implying the compulsion to depend on the government healthcare facilities. There is an indication that compared to Hindu households, Christian households are more likely to prefer government healthcare centres, whereas household following other than Hindu and Christian religion are less likely to report government healthcare centres as their usual source of treatment. However, the result is not significant ( Table 3) .
The relationship between wealth index and usual source of treatment is statistically not significant for poor and middle quintile households, but it is significant for rich and richest quintiles. Compared to poorest households, rich and richest households are less likely to report government healthcare centres as the usual source of treatment. This may be because as the financial capacity of the household improves, people may prefer to visit private healthcare centres, rather than a government centre, may be to get better quality service. It is quite apparent that, other things being equal, female headed households are less likely to prefer the government heath care centre for the usual treatment. This may be because if women have control over household decision making, they would prefer to seek better quality healthcare services from the private healthcare providers. Unlike male counterpart, women may not hesitate to part away some resources for better health of the household members. With the increase in age of the household head, the probability of reporting government healthcare centres as usual source of treatment increases (OR: 1.007, CI: 1.004 -1.009) and the result is statistically highly significant. This reaffirms the result of bi-variate statistics.
It is seen that compared to the national average, much higher percentages of households in northeast India reported government health care centres as the usual source of treatment. Now the pertinent question is why such a high percentage of the households in northeast India prefer private health care centres for their treatment. In Nagaland and Arunachal Pradesh more than half of the households, who usually seek treatment from private healthcare centres, says that it is because of 'no nearby facility' they do not go to government healthcare facilities ( 
Conclusion
Health seeking behavior depends on hosts of factors. Various socio-economic factors play role at the micro level. But, the geographical settings play vital role at the macro level. The topography of a region may hinder setting up of healthcare infrastructures, transport and communication network, etc. thus may affect the health seeking behavior of households. In northeast India, state/region, place of residence, wealth index, sex and age of the household head are some of the determining factors for reporting government healthcare centres as the usual source of treatment. Main cited reasons for usually not seeking treatment from the government healthcare centres are 'no nearby facility' followed by 'poor quality of care' and 'waiting time too long' . The shortage of healthcare infrastructure in the region is also highlighted in the Human Development Report of North East States [Government of India, 2011]it self. The report suggests that, for the North Eastern States having scattered and low density population the institutions need to be set up on the basis of habitation and not on population norms. This study further suggests that to improve the health seeking behavior of the region, information education and communication (IEC) relating to healthcare should be improved. Mere establishment of more healthcare infrastructure may not necessary lead to its utilization. For successful development and especially implementation of the IEC program, the great socio-cultural and geopolitical diversity of the region must also be taken into consideration. 
